Abstract
Introduction
The Affordable Care Act (ACA) represents the most sweeping and significant change to the United States health care system since the establishment of Medicare in the 1960's. The ACA mandates health care coverage for millions of Americans, many purchasing private insurance for the first time, and in the newly developed health insurance marketplaces. During the 2015 open enrollment period, 11.7 million Americans selected a marketplace plan or were automatically re-enrolled, the vast majority of whom received federal premium subsidies. [1] While subsidized insurance with coverage for essential health benefits presents an important opportunity, consumers face enormous challenges in navigating the enrollment and re-enrollment processes. The stakes for users of these marketplaces are high. As demonstrated during the first open enrollment period, signing up for coverage can be daunting. [2] Evidence on how well people are choosing health insurance in the new marketplaces environment is just emerging.
Earlier research examined the quality of insurance choices of low-income, rural individuals with those of an Internet-savvy sample, finding that both groups had difficulty choosing insurance in a hypothetical marketplace that mimicked the federally-facilitated marketplaces, largely because they oftentimes did not choose plans that aligned with their stated preferences (choice consistency), incorrectly answered factual questions about health insurance choices (health insurance comprehension), and could not calculate simple probabilities (numeracy). [3] If people who lack insurance comprehension and numeracy make poorer choices, as we found, it raises the question of whether plan recommendations might result in more effective decisionmaking. If it does, our results can provide policymakers' insights into what changes can be made to the marketplace to improve consumers' decisions. Here we focus on a sample of lower-income, rural, largely low-income Virginians and test each of three types of plan recommendations designed to improve decision-making. and the quality of coverage choices was consistent across a spectrum of uninsured individuals differing in age, income, and education. Among individuals likely to enroll in a marketplace plan, fewer than 40% are somewhat or very confident they understand basic insurance terminology. [10] Research shows that even consumers who already possess health insurance often lack basic understanding of and knowledge about their coverage. [11] Moreover, re-enrollment provides a different set of challenges. During the second annual enrollment period, about half of consumers who chose a plan in 2014 on healthcare.gov and maintained marketplace coverage in 2015 actively renewed their coverage (53%, 2.21 million). [12] The remaining 47% did not actively choose a plan and were automatically re-enrolled in their current plan. In regard to plan switching, in California, about 10 percent of marketplace enrollees switched plans between 2014 and 2015, [13] similar to research on the Medicare prescription drug (Part D) market where 90 percent of beneficiaries stick to their current drug plan during open enrollment. [14, 15] . Individuals may stick to their current plan because, among other things, they find it difficult to navigate multiple choices and the accompanying information. [6] Automatic re-enrollment, which facilitates keeping the status quo plan, is an important convenience to help ensure continuity of coverage. However, it also can result in much higher premiums for marketplace consumers. This is true for two reasons. First, average premium increases between 2014 and 2015 for a particular plan were substantial. [16] Second, federal subsidies, which are used by over 80 percent of marketplace users, are tied to the "benchmark" Silver plan. Premiums for these benchmark plans declined slightly, on average, in 2015, meaning that subsidies declined as well. [17] Changes in premiums for a given plan do not necessarily mean that people should switch plans. Other considerations, such as the quality of the provider network and disruptions in the continuity of care that could result from plan switching, also must be considered. Indeed, the Obama administration has emphasized the need for all people who have coverage through the marketplaces to visit the website and carefully consider whether the benefits and premiums of their plan in the new year still best meet their needs. [18] Taken together, these findings raise concerns about consumers' ability to navigate through the marketplaces, as well as to compare and choose health insurance plans. Providing information that is necessary-but not so much information that it causes more confusion-is the major challenge facing planners of these decision environments. While the designers of the marketplaces have been cognizant of the need for simplicity, preliminary findings indicate that consumers are facing challenges in making cost-effective decisions even in a very simplified version of them. [19] Emerging work in behavioral economics has attempted to tackle these difficult issues, suggesting ways to redesign decision environments, called "choice architecture," to aid consumers in making decisions in general and about health insurance in particular. [20] Researchers have proposed a range of options-using defaults, reducing the number of options, providing cost calculators, and tailoring information-that could help consumers make better marketplace decisions and that could influence policymakers. [21, 22] Recent evidence from a hypothetical experiment on the influence of choice architecture in the marketplaces suggests labeling plans as Gold, Silver, or Bronze influenced consumers' preferences for a Gold vs. a Bronze plan, even when the plan attributes were reversed (i.e., a high premium, low deductible Bronze plan and low premium, high deductible Gold plan). [23] Consumers with lower mathematical skills were most susceptible to these labeling effects. Additionally, consumers chose higher premium, lower deductible plans less often when premiums were presented in monthly vs. weekly increments. [23] Our research follows this promising line of investigation by testing the effectiveness of recommending plans based on lowest annual expected health care costs, a subtle type of change to the marketplace choice architecture. This study examines marketplace plan recommendations from three different norm groups: similar consumers, physicians, and the government. Such changes to the choice architecture have been implemented in the UK to improve tax collection by sending letters to individuals stating that 9 out of 10 people in their area had paid their taxes. [24] Prior evidence from Medicare Part D suggests physicians and friends are among the chief sources consulted by beneficiaries when deciding which plan to choose. [25] [26] [27] [28] [29] In another line of investigation, researchers have shown that the majority of Medicare beneficiaries would like to see an active governmental involvement in reducing the number of choices available. [30] Indeed, active purchaser marketplaces limit plan offerings and, in states like California, can tailor the order of plan offerings so that they are presented on the marketplace website based on estimated total costs that includes enrollees' self-reported expected health care needs. [31] In this study, a computer-based experiment is conducted using a hypothetical marketplace that mirrors the one consumers face in the federally-facilitated marketplaces, and examines the quality of the decisions they make in choosing health insurance. Of particular interest is whether recommending plans that minimize total expected annual costs can improve consumers' choices. Decision quality was measured objectively by using an incentive-compatible choice experiment where participant compensation is aligned with performance. Participants were randomly assigned to a control condition, where no recommendation was made, and three conditions where the earnings maximizing plan was recommended. It was hypothesized that individuals assigned to one of the plan recommendation conditions will be more likely to choose the earnings maximizing plan and will earn more than those in the control condition. Additionally, we expect plan recommendations from providers will be more effective than those from the government or based on social norms. Finally, we hypothesize that individuals with lower numeracy or lower insurance comprehension will benefit more from plan recommendations than those with higher numeracy or insurance comprehension.
Methods

Data Source
A community sample of individuals residing in the rural southern and southwestern counties of Virginia was recruited using several media outlets including flyers posted in libraries and clinics, advertisement in local newspapers, and through community recruiters. Adults who self-identified as being 18-64 years old were enrolled and asked to complete an online survey and several insurance decision tasks. In total, 690 participants were recruited during the summer of 2014 for a between subjects design where the four plan recommendation conditions (i.e., no recommendation, social normative recommendation, physician recommendation, government recommendation) varied between. Of those, 656 had complete survey data and were used as the analytic sample. Surveys and decision tasks were conducted on computers at local public libraries and a community outreach and research center.
Insurance Choice Experiment
The insurance choice experiment was designed to span two hypothetical years (Year 1 and Year 2) where participants read scenarios that informed them of the chance they would become ill in the following year and, if ill, would require health care. The probability of illness and cost of care conditional on illness were known. The probability of becoming ill in Year 2 increased if participants became ill in Year 1. If a participant was ill in Year 1, the cost of illness in Year 2 also increased (S1 Appendix).
In each of the two years, participants decided whether or not to buy an insurance plan (Bronze, Silver, or Gold) for the premium amount listed or face a penalty. In total, participants chose from a set of 7 options: 2 Bronze plans (Plans A and B), 2 Silver plans (Plans C and D), 2 Gold plans (Plans E and F), and no insurance. The plan attributes were taken from healthinsurance.gov offerings for single coverage for a nonsmoker living in rural counties in Southern Virginia. These locations were selected due to their high rates of uninsurance as well as their preponderance of low income and minority residents, all of which are of particular importance to efforts to increase marketplace enrollment among vulnerable populations. [32] [33] [34] Plan information given to participants included annual premiums (or the tax penalty for the "no insurance" choice), annual deductible, annual out of pocket maximum, the cost of health care if participants were healthy or sick excluding the premium or penalty, and the total annual costs including premiums or penalties if the participant became ill or remained healthy in the decision scenario. The prompts and decision tasks for the Year 1 and Year 2 scenarios are included in S2 Appendix.
Quality of Insurance Decisions
The insurance choice experiment was incentivized so that the best coverage decisions were those that earned participants the most money (i.e., choosing a plan that maximized total expected earnings). For example, in Year 1, when the probability of becoming ill and needing to see a doctor is 33% and the cost of illness is $2,000, Plan A is the earnings maximizing choice (Table 1) . In Year 2, when the probability of becoming ill and needing to go to the emergency room and stay in the hospital is 80% and the cost of illness is $20,000, choosing Plan E earned participants the most money.
At the beginning of the study, participants were given 10,000 Monopoly dollars and told that each 100 Monopoly dollars is worth one real dollar. Participants were told their payment Table 1 . Expected health care costs in the insurance choice experiment. Notes: Costs in bold represent the plan choice with the lowest expected total annual costs. The chance of getting ill and needing to see a doctor in Year 1 is 33% and the cost is $2,000 before insurance. If a person is ill in Year 1, the chance of getting ill and needing to go to the ER and stay in the hospital in Year 2 is 80% and the cost is $20,000 before insurance. *If a person is healthy in Year 1, they maintain a 33% chance of becoming ill and needing to see a doctor.
for the insurance decision task was the average earnings across the Year 1 and Year 2 choices. After participants made their decision in Year 1, they were informed whether they were randomly assigned as healthy or sick, and the costs of premiums (or penalties) and health care services, if sick, are deducted from their 10,000 Monopoly dollars. Participants were paid a $5 show-up fee, up to approximately $100 for the choice experiment depending on their insurance decisions and chance, and $5 for completing a survey. The average earnings across the Year 1 and Year 2 choices was 8,448 out of the possible 10,000 Monopoly dollars ($84.48 real dollars, SD $14.60, range $36.53-$98.90). Leveraging this incentive-compatible experimental plan choice framework the quality of insurance decisions was assessed using the following two outcomes: 1) an indicator of whether a participant chose the earnings maximizing plan, and 2) the amount of Monopoly dollars earned.
Plan Recommendations
In Year 2, participants were given another 10,000 Monopoly dollars and were then randomly assigned to a marketplace where either no plan was recommended, or their physician, other enrollees with similar health care needs, or the government recommended a plan to choose. Only the plan that maximized a participant's expected earnings in the experiment was recommended, although they were not told that explicitly. If participants were healthy in Year 1, a low premium, high deductible plan was recommended in Year 2 (i.e., a Bronze plan). Conversely, if participants were ill in Year 1, a high premium, low deductible plan was recommended in Year 2 (i.e., a Gold plan). Participants were given one of the following prompts: (i) 90% of people with their risk of illness choose the Bronze (Gold) plan; or (ii) their doctor recommends people with their risk of illness choose the Bronze (Gold) plan; or (iii) the government recommends that people with their risk of illness choose the Bronze (Gold) plan. Roughly one-quarter of the sample (24.0%) received no recommendation, while 23.7% received the provider recommendation condition, 22.4% received the social normative condition, and 29.9% received the government recommendation condition. This unequal distribution across conditions occurred because the randomization software in Qualtrics, the survey software, did not evenly allocate individuals across the experimental conditions. The software tended to assign participants to "government plan recommendation" more frequently than other conditions. Nonetheless, the results are not sensitive to randomly dropping observations in the government recommendation condition to create equal groups across all experimental and control conditions.
Covariates of Interest
Covariate information was collected in following six sections of the survey collected after the choice experiment: 1) demographics, 2) health status, [35] 3) health services utilization, [36] 4) numeracy, [37] 5) risk preferences in the health, gambling, and investment domains assessed using the DOSPERT [38] and time preferences, [39] 
Statistical Analyses
Unadjusted associations between probability of choosing the earnings maximizing plan and plan recommendation conditions were tested using Chi-Square tests, and bivariate associations between participant earnings and the plan recommendation conditions were tested using Student's t-tests. Generalized estimating equations (GEE) with robust standard errors assuming a binomial distribution of the error terms and a logit link were fit to estimate the adjusted association between the likelihood of choosing the earnings maximizing plan and covariates, with adjusted associations reported as marginal effects. GEE models with robust standard errors assuming normal distribution of the error terms were used to estimate adjusting associations between earnings and covariates. Wald tests were used to determine whether the coefficients of the individual plan recommendation conditions were different from each other. An alpha level of 0.05 was used in all analyses.
Results
Sample Characteristics
Of the 656 participants with complete data, the average participant was 40.2 years old (SD 13.5) and most participants were female (67.7%; Table 2 ). The sample was predominantly African American (78.0%) and the majority had completed at least some college (53.4%). Just under half (49.1%) had never been married. Most participants were healthy with 77.9% indicating their self-rated health status was good, very good, or excellent, and fewer than half (41.9%) reported having any chronic disease or more than one emergency department (ED) visit or any inpatient stays in the past year (37.0%). On average, participants scored near the lower end of the three-item numeracy scale (mean 0.54, SD 0.80) as well as in the gambling and health risk domains, suggesting they tended to be risk averse. Regarding health insurance comprehension and experiences, the average participant correctly answered two of the four health insurance comprehension questions (mean 1.99, SD 1.10). About one-quarter (26.7%) of participants were uninsured and 11.7% had individual private insurance. 
Associations of Decision Quality in Year 1 and Participant Characteristics
Less than half (41.6%) of participants chose the earnings maximizing plan in Year 1. Relative to Whites, African American participants were 11 percentage points (95% Confidence Interval (CI) 2, 19) more likely to choose a lower premium plan offering less coverage holding all other covariates constant and at the sample average (i.e. the marginal effect), which in Year 1 was the earnings maximizing plan under expectation (Table 3) . Similarly, those with less than a high school education were 13 percentage points (95% CI 1, 26) more likely compared to those with a high school degree. Conversely, those with a bachelors or graduate degree were 10 percentage points less likely to choose the earnings maximizing plan in Year 1 (95% CI -20, -1).
Associations of Decision Quality in Year 2 and Plan Recommendations
Unadjusted associations between plan choice, earnings, and plan recommendations. In Year 2, before adjustment, 53% of participants chose the earnings maximizing plan when experiencing any of the plan recommendation conditions compared to 32% in the control condition (p<0.05). Specifically, 54% of participants assigned to the physician recommendation, 47% assigned to the social normative recommendation, and 57% assigned to the government recommendation condition chose the earnings maximizing plan (p<0.05, Fig 1) .
Participants earned 384 more Monopoly dollars (95% CI 109, 660) when assigned to a choice environment where the plan that maximized expected earnings was recommended compared to participants choosing health insurance without a recommendation, prior to adjustment. Regarding the type of recommendation, participants assigned to the government recommendation condition earned 475 more Monopoly dollars (95% CI 154, 797) than those choosing without any recommendation. Similarly, the participants choosing in the physician Adjusted associations between choosing the earnings maximizing plan and plan recommendations. After adjustment for demographic characteristics, health status, recent health care utilization history, numeracy, risk and time preference, and health insurance comprehension and experiences, participants assigned to any of the plan recommendation conditions were 21 percentage points (95% CI 15, 28) more likely to chose the earnings maximizing plan than those assigned to the control condition ( Table 4 ). The hypothetical marketplace offering a provider recommendation for a plan resulted in a 23 percentage point (95% CI 14, 31) increase in the probability of choosing the earnings maximizing plan. Participants choosing in a marketplace where 90% of people with their risk of illness recommended a plan were 16 percentage points (95% CI 8, 24) more likely and those randomized to a marketplace where the government recommended a plan were 24 percentage points (95% CI 17, 32) more likely to choose the earnings maximizing plan. In regard to control variables, African Americans were more likely than Whites to choose the earnings maximizing plan (p<0.05) as were participants who were previously married compared to those who were currently married (p<0.05).
Adjusted associations between earnings and plan recommendations. The unadjusted associations between Year 2 earnings and plan recommendations were smaller in magnitude but otherwise similar after adjustment (Table 5) . Specifically, participants assigned to a marketplace where plans were recommended earned 311 (95% CI 39, 584) more Monopoly dollars in Year 2 than participants who were assigned to the marketplace without a recommendation.
Participants choosing in a marketplace that offered a provider recommendation for a health insurance plan that maximized expected earnings received an additional 360 Monopoly dollars (95% CI 23, 698), on average, compared to those choosing without any recommendation. Similarly, participants selecting a plan in a marketplace where the government recommended the earnings-maximizing plan earned 391 (95% CI 77, 705) more Monopoly dollars than those choosing without a recommendation. Earnings did not differ significantly after adjustment between the marketplace and with social normative plan recommendations the marketplace without any plan recommendations (160, 95% CI -185, 504). The adjusted effects of the plan recommendation conditions on earnings averaged across Years 1 and 2 were similar.
With few exceptions, the control variables were not associated with Year 2 or average Years 1 and 2 earnings in the adjusted models. However, African Americans had lower earnings, on average, compared to White participants, while participants in good, very good, or excellent health earned more compared to those in poor or very poor health.
Subgroup analyses and sensitivity tests. To test the robustness of the main findings presented above, bivariate and multivariate subgroup analyses were conducted to test for differences in decision quality across those randomly assigned to "sick" and "well" health states after Year 1, as well as test differences across participants who had and had not previously shopped in the health insurance marketplace. In the first subgroup analyses, participants were stratified by whether they were randomly assigned to a "sick" or "well" condition after Year 1. Results from bivariate Chi-square tests provided insight into findings from the main adjusted models presented above that African Americans were simultaneously more likely to choose the earnings maximizing plan and earn less money. For participants assigned to the "well" condition where the low coverage option with the lowest premium (Plan A) is the earnings maximizing plan, Africans Americans were significantly more likely than Whites to select this plan (p<0.05). However, for participants assigned to the "sick" condition, where the earnings More than 1 ED visits and/or any inpatient stay 6 6
(-1, 12) (0, 13)
Plan Recommendations in Health Insurance Marketplaces maximizing plan is the high coverage option with the lowest premium (Plan E), African Americans and Whites choose Plan E with equal likelihood but African Americans are more likely to choose Plan A (p<0.05), hence incur larger losses.
The main regression models above were also stratified by health condition assignment after Year 1 and the results suggest that health insurance comprehension is a significant positive predictor of Year 2 decision quality among those assigned to the "sick" condition (p<0.05) but not among those assigned to the "well" condition. Also, importantly, plan recommendations significantly improve the probability of choosing the earnings maximizing plan, regardless of health condition assignment (p<0.05 in both stratified models). In regard to prior marketplace experiences, assignment to any plan recommendation condition significantly increased the probability of choosing the earnings maximizing plan for participants with and without prior marketplace experience (p<0.05 each). However, recommendations were not associated with higher earnings among those who reported previously shopping in the marketplace.
The main findings were not sensitive to the distribution of the earnings outcome. Log-transformed earnings models yielded equivalent results in terms of the sign and compactness of the Plan Recommendations in Health Insurance Marketplaces estimates. Also, no significant interactions between the plan recommendation conditions and education, race/ethnicity, self-reported health status, or insurance comprehension were found. Importantly however, the association between plan recommendations and the probability of choosing the earnings maximizing plan was significantly moderated by numeracy (p<0.05) such that those with lower levels of numeracy benefitted more from plan recommendations compared to those with higher levels of numeracy.
Discussion
The U.S. Department of Health & Human Services reported that roughly half of those enrolled in 2014 actively renewed their plan during the open enrollment period, despite the fact that switching plans has the potential to substantially reduce cost. [12] This study is the first incentive-based experiment, to our knowledge, to investigate the use of plan recommendations, a form of altering the choice architecture, to improve marketplace decisions. As advocated by others, [20, 21] the results support the first hypothesis that plan recommendations improve decision-making in the hypothetical experiment. When choosing insurance without a plan recommendation, less than half chose the earnings maximizing plan in Year 1 (42%) or Year 2 (32%). Plan recommendations increased the probability of choosing the plan that minimized total expected annual spending on health by 21 percentage points after adjustment illustrating the potential of introducing similar behaviorally informed policy tools into the Affordable Care Act decision environment to benefit consumers' choices. Inspired by earlier evidence on Medicare and investigations conducted by the U.K. government, the data indicate that two out of the three plan recommendation conditions-physician recommendation and government recommendation-resulted in significantly better coverage decisions. In contrast to the second hypothesis, provider and government recommendations appeared to have equivalent effect sizes, although social normative recommendations did appear to have smaller effects in some models. Earlier work on Medicare Part D suggests that the majority of older adults would prefer the government to take a more active role designing insurance markets to improve decision-making. [30] It is also aligned with reports indicating that many older adults viewed their physicians as one of the main sources of information about which Medicare part D plan to choose. [25] [26] [27] [28] [29] This evidence highlights the positive value nonelderly consumers place on these sources of information about health care coverage. Regarding the null finding for the association between social normative plan recommendations and decision quality, it is possible that since many participants had difficulty understanding and choosing a plan in the experiment they would be skeptical that "90% of people like them" would have any more information about choosing a plan. There was limited support for the third hypothesis that plan recommendations were more effective for consumers with lower levels of numeracy or health insurance comprehension. Specifically, participants with lower levels of numeracy were more likely to choose an earnings maximizing plan when choosing in one of the plan recommendation conditions compared to those with higher levels of numeracy. However, we found no evidence of a similar moderating effect of health insurance comprehension.
Several important limitations should be considered when evaluating the implications of the study. First, the experiment approach employed cannot capture the complexity of actual consumer decision-making and the markets they choose in. For example, the role of networks and preferences for providers is not addressed in the experimental design tested. Prior work suggests concerns about coverage and access are very important in choosing a plan and that plan choosers, correctly or not, place a high value on the ability to keep their current physician network of other providers. [40] Moreover, the effectiveness of the plan recommendations tested depend on full information on both the probability of becoming ill and needing care and the conditional expected spending. The ability to provide such recommendations in actual insurance choice environments based on this level of detail is limited. Nonetheless, plan choice architecture can incorporate prior spending and health care utilization profiles and expected changes to these historical profiles to predict future utilization and spending and recommend plans that minimize expected total annual costs. Indeed the federally-facilitated marketplace in for the [2015] [2016] open enrollment period includes estimated annual costs for consumers based on three broad categories of expected health care utilization (e.g. low, medium, high). Although the hypothetical choice study does not fully reflect the dynamics of real-world choices, the incentive-compatible design used to align payoffs with the quality of insurance decisions certainly mitigates some of the concern about the external validity of the results presented.
Second, the data were gathered from a community sample of participants residing in several rural counties in Southern Virginia and so the results may not generalize to those choosing in marketplaces throughout the U.S. Also, the marketplaces in the experiment were modeled on the federally-facilitated marketplaces and the findings may not extend to state-based marketplaces where states have made more efforts to improve the comparability of plans when shopping. Finally, plan recommendations are a subtle form of changing the choice architecture. The psychological and behavioral economics literature offers a spectrum of different ways in which the choice architecture of marketplaces could have other important influences on consumer enrollment and re-enrollment choices. [21, 41] Importantly, the results suggest that plan recommendations may be beneficial to a wide array of consumers. The simplicity of plan recommendations, like those employed-either one follows them or not-renders them attractive policy options for improving decision-making broadly without limiting consumers' autonomy of choice over the plans offered in the market. Such evidence is again supported in the Medicare prescription drug market where beneficiaries were more likely to switch plans when sent a letter about which plan offering lowered their expected prescription drug coverage costs. [42] Given the preponderance of consumers who are not actively shopping for marketplace plans, creating simpler and easier means to evaluate plans could have substantial impact on consumers' annual health care costs, the number of individuals who switch plans, as well as the value of the federal subsidies provided. Additionally, employing similar forms of choice architecture may benefit more advantaged and disadvantaged marketplace consumers. With the marketplaces having overcome troubled rollouts and succeeded in robust re-enrollment periods in the second year, they have entered a third phase, recently referred to as "Healthcare.gov 3.0." [23] Looking ahead in this new phase, millions of adults will continue grappling with which insurance plan to choose and whether to switch plans each year during open enrollment. Now is the time to consider marketplace redesigns that leverage insights from the behavioral sciences to facilitate and improve consumers' decisions. 
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